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bien SUGGESTION that surgery began with con- 
genital anomalies and trauma and may end with 
congenital anomalies and trauma gives us food for 
thought of the future. Already the picture of sur- 
gical practice has been changed by the introduction 
of the antibiotics; and the possibility of a more 
widespread non-surgical control of malignancy is 
not beyond the realm of possibility. When this day 
comes the surgeon will have to direct his attention 
more and more toward improved physical, emo- 
tional and social rehabilitation of the patient who 
has a congenital deformity or is the victim of an 
accident. This is the essence of Plastic Surgery. 
Unfortunately, there is not today as widespread an 
awareness of the contributions which the plastic 
surgeon has already made in establishing principles 
for better rehabilitation of these patients. The pur- 
pose of this paper is to call attention to some of 
these principles, 

Historically plastic surgery and ophthalmology 
are antedated only by midwifery among the special- 
ties! Plastic surgery was practiced by the ancient 
Hindoo surgeons about 750-800 B.C., but lapsed 
until the fifteenth century because the handling of 
human tissues was thought unclean. The methods 
of these ancient surgeons were preserved for us to- 
day when members of the lower castes, unfettered 
by prejudices, learned and practiced them. The 
techniques were often handed down from father to 
son. These itinerant charlatans traveled from place 
to place repairing the disfigurements caused by dis- 
ease, trauma or punishments for misdemeanors. 
The so-called “Indian Method” of repairing the 
nose by a flap of skin from the forehead is one ex- 
* Presented at the 141st Annual Meeting of the Rhode 

Island Medical Society, at Providence, R. I., May 8, 1952. 


ample of the ancient art. This method was brought 
to England as the India trade developed and was 
first described on this side of the Atlantic by Dr. 
J. M. Warren of Boston in the Boston Medical and 
Surgical Journal in 1837.? 

In the last of the sixteenth century Tagliacozzi 
of Bologna published the first systematic treatise 
on plastic surgery. This was entitled “Concerning 
the Surgery of the Mutilated by Grafting.” He 
described the repair of the nose by a flap of skin 
from the arm which today is known as the “Italian 
Method.” Warren also learned of this method in 
his European travels and reported it in 1840.8 
Tagliacozzi is today revered as the father of mod- 
ern plastic surgery although during his lifetime he 
was showered with abuse and after his death his 
body exhumed and consigned to unconsecrated 
grounds. The reconstruction of the human face 
even though ravaged by syphilis or distorted by a 
well-directed weapon was regarded as an encroach- 
ment on the prerogatives of the Creator. 

Today we look upon these disfigurements and 
disabilities in a different light. We are increasingly 
aware of the physical and emotional handicaps of 
these unfortunate people and their rehabilitation is 
the major concern of the plastic surgeon. 

The scope of modern plastic surgery is far 
broader than it was in the past. The methods of 
tissue transplantation have been improved and ex- 
tended to other parts of the body, and the variety 
of tissues transplanted increased, but the principles 
of replacement of damaged or missing parts from 
other areas of the body remains unchanged. The 
boundary lines of plastic surgery are indefinite be- 
cause the special techniques and methods of tissue 
transplantation are applicable to all branches of 
surgery. For example, the principle of the re- 
establishment of continuity of the urethra in hypo- 
spadias or the esophagus by an ante-thoracic tube is 
the same, despite the fact that regional specializa- 
tion makes them seem very remote from one 


another. 
continued on next page 


477 





Fig. 1 
Port wine stain (capillary hemangioma) of face masked 
by permanent pigment injection (Tattooing).’ 


Many deformities which the plastic surgeon is 
called upon to treat are insignificant except in the 
mind of the patient. The patient comes in the hope 
that an operation will be performed whereas the 
patient who comes to the general surgeon hopes that 
an operation will be unnecessary. Unfortunately, 
some physicians try unsuccessfully to convince such 
patients of the insignificance of the deformity in- 
stead of offering hope of correction. The plastic 
surgeon must evaluate the likelihood of surgical 
improvement of the deformity and of the possibil- 
ity of achieving a satisfactory result. Equal impor- 
tance must be attached to the physical and psycho- 
logical aspects of the patient’s attitude in order to 
comprehend the problem and treat the patient and 
his deformity effectively. A careful evaluation may 
reveal deep seated social or psychological problems 


Fig 
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which some patients focus falsely on the deformity 
and which would be made worse by its correction, 
The surgeon may become the object of abuse if by 
failing to analyze the problem adequately he under- 
takes an ill-advised operation. Fortunately, such 
predicaments are infrequent, but they serve to em- 
phasize the importance of a careful evaluation of 
each patient to insure an acceptable psychological 
end result. 


The timing of the operation involves considera- 
tion of growth, the patient’s reaction to his deform- 
ity and the economic situation. For example, the 
correction of protruding ears should be performed 
before the boy is cruelly abused by his playmates or 
the girl finds that she cannot arrange her hair in an 
up-do. The operation can be done after the age of 
three or four because by that time the growth of 
the ear is complete. On the other hand radical re- 
moval of a traumatized nasal septum in early child- 
hood may retard normal development of the middle 
third of the face and should be postponed. A hare- 
lip may be repaired within the first twenty-four 
hours of life as safely as after birthweight is re- 
gained. The advantages of early operation are that 
the Mother need never see the deformed infant and 
the psychological and economic concern with a later 
hospital admission is obviated. The cleft palate is 
usually repaired before the age of two years so that 
habits of speech may develop normally.* The mul- 


tiple stage correction of hypospadias should be 
completed before the school years to permit the 
young boy to act like other boys. 


Some repairs may require many operative pro- 
cedures. Such an ordeal for a patient demands the 
utmost understanding, sympathy, gentleness and 
encouragement by the surgeon. He must be alert 
to the patient’s exclusion of normal interests when 
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Secondary repair of a double harelip by replacing the prolabiues with a split vermilion bordered flap from the 
lower lip. The full thickness of the lower lip is included in the flap and the small pedicle crossing the mouth 
carries the vessels to the flap. This pedicle is severed only after collateral vessels from the adjacent upper lip ate 


adequate to nourish the flap, usually 2-3 weeks.8 
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undergoing repeated operations. Often a respite of 
several months or longer will restore the patient’s 
balance and make him realize that this is merely an 
unpleasant interlude in his life. 

Probably the plastic surgeon’s most important 
contribution to surgery has been to develop meth- 
ods and to reiterate constantly the importance of 
early wound closure for the sake both of the phys- 
ical well being of the patient and of the heavy costs 
of prolonged hospitalization.® In selecting a method 
of closure simplicity is the key to success. Most 
traumatic wounds can be sutured primarily if there 
is no tension on the suture line. An alternative 
method of closure is by means of a split skin graft 
which will grow on any bleeding surface but cannot 
survive on bare cortical bone or bare tendons. Ex- 
posed cortical bone or tendon must be covered with 
skin carrying its own blood supply, that is by a skin 
flap. Such flaps may be local or remote. Adequate 
relaxing incisions may allow local skin to be shifted 
into a defect or a direct flap from another part of 
the body may have to be used. 

Whatever the problem of primary repair may be 
the surgeon should keep uppermost in his mind the 
selection of the most direct method of adequate 
immediate wound closure even though more com- 
plex types of repair may be required later. For 
example, after severe trauma as in war wounds and 
following radical surgery for malignancy it is de- 
sirable to restore control of saliva by the lips by 
suturing of the lacerated tissue as promptly as pos- 
sible. It should have priority over any considera- 
tion of the appearance of the mouth because the 
constant dripping of saliva from the deformed 
mouth is a serious disability. 

The early excision and grafting of limited areas 
of third degree burn will preclude the development 
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of sepsis in the sloughing wound with its attendant 
pain, debility and increased morbidity. 

Most acute trauma is handled by surgeons who 
are not trained in plastic surgery. However, fa- 
miliarity with the principles alluded to above and 
the methods of putting them into practice should 
insure primary wound healing and reduce the mor- 
bidity following trauma. 


Summary 

Some of the varied and unusual problems with 
which the plastic surgeon deals have been described 
emphasizing the importance of the psychology of 
the patient with inseparable physical and emotional 
difficulties and the importance of an understanding 
by the surgeon dealing with trauma of methods of 
early wound closure. 
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Fig. 3 
A completely incapacitating avulsion of the skin of the sole of the foot. Wound closed 
primarily by a skin graft. Definitive repair of the foot by transfer of a direct flap from 
the opposite calf to provide a more stable skin covering and an adequate cushion 
between the skin and underlying metatarsals.9 
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pe in 1937 presented 13 cases and reviewed 
the literature of a condition involving an 
unusual epiphyseal defect of the upper end of the 
tibia, or osteochondrosis. He designated the condi- 
tion on anatomical grounds as Tibia Vara. 

This condition had been previously described as 
rickets, chondrodysplasia, a growth disturbance, 
an unusual epiphyseal change, an epiphyseal defect, 
osteitis of the upper end of the tibia, and epiphysitis 
tibiae deformans. 

This condition is not an inflammation and the 
suffix “itis” does not properly apply. It is not 
limited to the epiphysis, but is an abnormality of 
growth of the metaphysis, epiphyseal cartilage, and 
an osseous center of the epiphysis. 

Although the condition has received scant atten- 
tion, it is not nearly so uncommon as one would 
suppose. 

SYMPTOMS: 

Blount! divides the disability into two general 
classes : the infantile and the adolescent cases. 

The symptoms are independent of the age at 
onset. Gradually increasing bowing occurs without 
apparent cause and without the other symptoms of 
rickets. The deformity is likely to appear bilaterally 
in the infantile cases, frequently with spontaneous 
disappearance of the bow leg on one side. 

In the adolescent group, the angulation usually 
occurs only on one side. There is a limp in the uni- 
lateral cases, and a waddle in the bilateral cases. 
Pain from strain may be present in the knee or foot 
of the affected leg. 

Examination usually reveals an abrupt angula- 
tion with the apex laterally just below the knee 
joint, but in fat children this may appear to be a 
gradual curve. When the deformity occurs in 
infancy, a bulbous enlargement of the medial 
condyle is palpable. Internal rotation of the tibia 
on the femur is a constant finding. Recurvatum 
*From the Orthopedic Service, The Memorial Hospital, 

Pawtucket, R. I., Robert T. Henry, M.D., Chief of 

Service. 


and relative flat foot are present irrespective of 
the age. Shortening of from 1-2 cm. is normal. 
Abnormal mobility of the knee on medial strain, 
with normal stability on lateral strain is a constant 
finding. Relaxation of the medial supportive struc- 
tures of the knee may persist for some time after 
the correction of the deformity by osteotomy. 

General medical examination is negative. There 
are no findings suggestive of rickets, tuberculosis, 
or syphilis and specific tests for the last two are 
negative. 


TREATMENT: 

As in other osteochondrosis, the deformity of 
the osseous center is more pronounced than that of 
the epiphyseal cartilage. Spontaneous healing with 
restitution of normal contours of the ends of the 
bone may occur as in coxa plana. 

The likelihood of such an outcome has not been 
shown to be increased by the use of braces or other 
types of support. ?Symptomatic mechanical relief 
of the relative flat foot and knee strain are always 
indicated. This may be all that is necessary in the 
mild case. Where active shortening is present 
mechanical equalization of the length of the limb 
may diminish the limp. If possible these conserva- 
tive measures should be continued during a period 
of observation of several years. When the deform- 
ity remains stationary, osteotomy should be per- 
formed :—in adolescents for cosmetic reasons, and 
in adults when function is greatly disturbed. 

In the infantile cases, where deformity may be 
quite marked, and is usually bilateral, repeated 
osteotomies may be necessary. 


CASE REPORT 

B. G.—119907—age 2 years. Seen in clinic 
October, 1951 with history of marked bowing of 
both legs and marked waddling gait. (Fig. 1) 
Antepartum delivery and postpartum not remark- 
able. Child given ample vitamins and had no 
unusual illnesses prior to admission. X-rays of 
both legs revealed the typical deformity of bilateral 
Tibia Vara (Fig. 2). X-rays of wrists and chest 
revealed no evidence of rickets, or other bony dis- 
turbances. On admission, routine laboratory studies 
of blood and urine revealed no abnormalities. 
Osteotomy of tibia and fibula performed bilaterally 











TIBIA VARA 


Fig. (1) B.G. age 2 years. October 1951. 
Note abrupt angulation with apex laterally just below the 


Fig. (3) March 13, 1952 
The typical “beaking” of the medical condyles is clearly 
seen, as is the area of decreased density just below the beak- 
like projections. 


knee joints. Internal rotation of tibiae is moderate. 


Fig. (2). X-rays October 2, 1951. 
Note lateral bowing of shaft, depression of medial half 
of epiphyseal plate, “beaking” of the medial condyles, oe 
and patches of diminished density cast by necrotic areas Fig. (4) March 13, 1952 
or islands of cartilage. This is more clearly evident on Excellent correction obtained by bilateral osteotomies. Note 


Fig. 3. relative flat feet. 
concluded on next page 
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on January 2, 1952 and plaster of Paris spica 
applied. Postoperative course uneventful. Plaster 
immobilization maintained for two months. 
X-rays March 13, 1952 (Fig. 3) revealed excel- 
lent bony union and child was made ambulatory. 
Clinically there was excellent alignment and com- 
plete correction of the severe bowing (Fig. 4). The 
patient walked well but still presented marked 
pronation of both longitudinal arches of the feet. 
Inner heel wedges were inserted in both shoes. It 
is planned to follow the child for periodic checkup 
examinations for several years. 


SUMMARY 

A case of Tibia Vara with severe bilateral bowing 
of the lower extremities treated by osteotomy is 
presented. 
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1 Blount, W. P.: Tibia Vara, J. Bone and Jt. Surg. 19:1, 
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: ewe INVESTIGATION of the cause of heart disease 
has progressed so far that it is now possible to 
make a satisfactory etiological classification of most 
cardiac cases on clinical or postmortem examina- 
tion. However, most clinicians are at some time 
faced with cases of heart disease, especially among 
young individuals, in which all attempts at a satis- 
factory etiological diagnosis have been unsuccess- 
ful. In some, even the pathologist cannot at post- 
mortem give a clue to the solution of the problem. 
With increasing knowledge of cases of this kind, 
we have gradually succeeded in removing from this 
group of “cryptogenetic cardiopathies” more and 
more etiologically well-defined types. Such is the 
heart disease associated with dystrophia myotonica. 

Dystrophia myotonica (myotonica atrophica ) is 
a disease of the muscles which occurs sporadically 
or with a hereditofamilial background and _ is 
characterized by myotonia and by progressive dys- 
trophic wasting of certain muscles. The latter 
involves chiefly the facial muscles giving rise to the 
myopathic facies, the sternomastoids, and the per- 
oneal muscles. Other muscles involved include the 
pharyngeal group, the muscles of the forearms, 
dorsiflexors of the foot, quadriceps, etc. Along 
with the atrophy the deep reflexes disappear. Asso- 
ciated changes are cataracts, frontal baldness, testic- 
ular atrophy and various endocrine disorders. 

In recent years, a number of reports (1-11) have 
emphasized the frequency of cardiac abnormalities 
in this condition, The literature on the subject has 
been adequately reviewed by DeWind and Jones® 
and Fisch.1° These reviews have demonstrated that 
the symptoms and physical findings of cardiac in- 
volvement in dystrophia myotonica are usually 
nonspecific. Occasionally patients complain of 
exertional dyspnea or palpitation. Hypotension, 
distant heart sounds, bradycardia and functional 
murmurs are the usual findings. On roentgen 
examination, the cardiac silhouette may be increased 


*From the Heart Station of the Rhode Island Hospital, 
Providence, R. I. 


in size. In approximately sixty-five per cent of the 
cases electrocardiographic abnormalities are noted. 
The most frequent abnormalities are low P waves, 
prolonged P-R interval and prolonged intraventric- 
ular conduction. Less common abnormalities are 
elevated S-T segments, low T waves, complete A-V 
block, low voltage of the QRS complexes, pro- 
longed Q-T interval, auricular arrhythmias, extra- 
systoles, hypertrophy pattern and coronary type 
changes. That these findings cannot be attributed 
to coronary artery disease is evidenced by the 
greater incidence of electrocardiographic abnor- 
malities in patients under 45 than in those over 45.° 
A few postmortem observations on the hearts of 
patients dying with dystrophia myotonica have 
revealed no unusual deviations from normal. In 
one case described by Black and Ravin* the heart 
at autopsy weighed 420 grams and miscroscopic 
examination revealed moderate variability in size 
of the fibers and variations in nuclear size and 
shape. 

Our purpose is to report three members of a 
single family suffering from dystrophia myotonica, 
all of whom exhibited evidence suggesting cardiac 
involvement. 


Case Reports 


Case 1—M. Q., a 46 year old housewife, was 
seen in November 1951 complaining of weakness 
of the lower extremities. The patient first noticed 
this weakness at the age of 29. She complained of 
blurring of vision and occasional difficulty in start- 
ing to chew or swallow. For years she had been 
aware of an inability to relax her grip after grasping 
objects but she did not complain of this. Her great- 
est concern was the progressive weakness of thie 
lower extremities which made it difficult for her 
to walk any distance and to retain her equilibrium. 
She denied any chest pain, exertional dyspnea, 
orthopnea or ankle edema. 

Physical examination disclosed a small, obese 
woman who spoke with a peculiar nasal twang. She 
had difficulty arising from the chair and walked 
with a “slapping gait.”” The eyes were normal. 
The thyroid gland was not palpable. The lungs 
were clear to percussion and auscultation. The 


heart sounds were distant due to overlying obesity. 
continued on next page 
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The second pulmonic sound was louder than the 
second aortic sound. The rate was 60 per minute, 
the rhythm regular and no murmurs were audible. 
The blood pressure was 144 mm. Hg. systolic and 
90 mm. Hg. diastolic. The peripheral vessels were 
soft, synchronous and patent. 

Neuromuscular examination revealed a charac- 
teristic myopathic facies. There was atrophy of 
the temporal and masseter muscles, sunken and 
sagging cheeks, drooping mouth corners and a glum 
expression. There was generalized atrophy of the 
muscles of the lower extremities. The weakness 
of the lower extremities was marked while that of 
the upper extremities was only moderate in degree. 
There was a pronounced myotonic reaction in the 
thenar eminences. No deep reflexes were obtained. 

Complete laboratory studies were not remark- 
able. The basal metabolic rate was —8 and —11 
per cent. Roentgenographic and_ fluoroscopic 
examination of the chest revealed clear lung fields 
and slight enlargement of the cardiac shadow in 
the region of the left ventricle. The electrocardio- 
gram (Fig. 1) showed a sinus mechanism with a 
P-R interval of 0.18 sec., flattening of the T waves 
in lead II and inversion of the T waves in leads ITI, 
AVF, and exploring precordial leads VI, through 


V4. 



































































































































































































































































































































Figure | 


Case 2.—L. M., sister of M. Q., was admitted to 
the Rhode Island Hospital in July 1950 because of 
severe dyspnea, cyanosis and sudden loss of con- 
sciousness. The patient had been followed in the 
clinic since the age of 35. Her complaints were 
weakness of the hands dating back to the age of 21 
and weakness of the right leg since the age of 28. 
I-xamination showed atrophy and weakness ot the 
muscles of the forearms and lower extremities most 
marked in the flexors of the wrist, small muscles 
of the hands and dorsiflexors of the feet. There 
was partial bilateral foot drop. She released her 
grasp with difficulty and showed myotonic reactions 
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on direct muscle percussion over the thenar and 
hypothenar eminences. No deep reflexes were 
obtained. There were no symptoms referable to 
the cardiovascular system and on examination no 
abnormalities were noted. At the age of 37, a 
routine electrocardiogram showed right bundle 
branch block and a chest roentgenogram revealed 
an increase in the transverse diameter of the heart. 

On admission to the hospital, a history was 
elicited of progressive exertional dyspnea and ankle 
edema of many years duration. In spite of digitali- 
zation and measures to combat heart failure, her 
dyspnea and edema became progressively worse and 
she developed nocturnal dyspnea. Examination 
revealed an acutely ill, dyspneic, cyanotic adult 
woman. The eyes revealed bilateral lenticular 
opacities. Moist rales were audible over the lower 
half of both lung fields anteriorly and posteriorly. 
The heart was enlarged to the left by percussion. 
The heart sounds were of fair quality, the rhythm 
was regular and a low pitched diastolic murmur 
was audible lateral to the left border of the sternum 
in the third and fourth interspaces. The rate was 
88 per minute and the blood pressure 108 mm. Hg. 
systolic and 74 mm. Hg. diastolic. There was 
marked pitting edema over the lower extremities 
which extended to the hips, sacrum and was present 
over both arms, 

Urinalysis revealed 2+ protein and sediment 
contained 75-100 WBC per high power field. Cul- 
ture showed E. coli moderately sensitive to aureo- 
mycin. The routine laboratory studies were not 
remarkable except for secondary polycythemia. The 
electrocardiogram (Fig. 2) still showed right 
bundle branch block and a portable chest film 
revealed congestive changes at both bases. 


Figure 2 


vé 


The patient was seen by many physicians but all 
attempts at a satisfactory etiological diagnosis were 


in vain. In spite of symptomatic therapy, the pa- 
tient’s condition did not improve and she died one 
week after admission. Unfortunately, permission 
for autopsy could not be obtained. 
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Case 3.—J. P., brother of the two previous pa- 
tients was 49 years of age. He noted difficulty with 
relaxing his grasp and weakness of both arms at 
the age of 31. Two years later he began to develop 
weakness and wasting of both legs. At the age of 
35 there was great difficulty in walking and bilateral 
foot drop which necessitated the use of braces. At 
that time, he also noted trouble with chewing 
and swallowing and since then often had regurgita- 
tion of food through the nose. It was during this 
period that his voice became monotonous, indis- 
tinct and developed a nasal quality. 

Physical examination showed an extensive front- 
al baldness and a myopathic facies, with wasting of 
all the facial muscles. The eyes revealed marked 
blepharitis and bilateral lenticular opacities. The 
lungs were clear to percussion and auscultation. The 
heart was normal in size, the rhythm was regular, 
rate 100 per minute and no murmurs were audible. 
The blood pressure was 130 mm. Hg. systolic and 
90 mm. Hg. diastolic. The testes were small and 
soft. 

Neuromuscular examination revealed a swan- 
like appearance of the neck due to the almost com- 
plete wasting of the sternomastoid muscles. There 
was atrophy and weakness of the supra-and infras- 
pinatus muscles, the deltoids, biceps, triceps, the 
muscles of the forearms, the quadriceps femoris 
and the muscles of the legs. The grip was myotonic 
and there was myotonia on percussion of the thenar 
and hypothenar eminences. The deep reflexes could 
not be elicited. 

Complete laboratory studies were not remark- 
able. A chest roentgenogram revealed a normal 
cardiovascular silhouette. An electrocardiogram 
taken on October 28, 1949 revealed inverted T 
waves in leads V2 through V5. A tracing on Janu- 
ary 12, 1950 was normal ; another taken four days 
later revealed elevated ST segments with inverted 
T waves in leads 1 and V2 through V5. The trac- 
ings taken October 16, 1951 (Fig. 3A.) and another 
on November 10, 1951 (Fig. 3B) show the T wave 
changes found in previous records. 


Discussion 

These three cases are clearly examples of dys- 
trophia myotonica in which the electrocardiogram 
suggested cardiac involvement. They present sev- 
eral features of interest. Of significance was the 
absence of any clinical evidence of the more common 
etiological causes. Careful and repeated examina- 
tion served to exclude hypertensive, congenital, 
leutic and coronary artery disease. Except for the 
presence of an atypical blowing, diastolic murmur 
in Case 2, which was more suggestive of pulmonary 
than aortic insufficiency there was no convincing 
evidence of rheumatic heart disease. 

Of particular interest was the familial nature of 
the cardiac involvement. Recently Evans!? de- 


Figures 3A and 3B 


scribed a syndrome which he termed “familial 
cardiomegaly.” Clinically, this condition is charac- 
terized by early insignificant symptoms and is 
discovered during routine examinations of young 
individuals. Later, palpitation, giddiness, Stokes- 
Adams attacks and sudden death may occur as a 
result of heart failure precipitated by the onset of 


paroxysmal tachycardia. The heart is usually 
greatly enlarged with normal blood pressure and 
the electrocardiograms may show extrasystoles, 
paroxysmal tachycardia, auricular fibrillation, heart 
block, widened QRS complexes and inverted T 
waves. The prognosis depends on the extent of the 
fibrosis and the associated cardiac enlargement. 
Pathologically, the myocardium shows marked 
fibrosis and hypertrophy of the remaining muscle 
fibers. The etiology is obscure. Another familial 
disease in which the heart may be affected partic- 
ularly with abnormal electrocardiograms is Fried- 
reich’s ataxia.13, 14 Evans in 1942, reviewed thirty- 
eight cases twelve of which revealed electrocardio- 
graphic abnormalities. He suggests that the ab- 
normal electrocardiogram may help to establish 
the diagnosis of Friedreich’s ataxia especially when 


the neurological manifestations are atypical. The 
continued on next page 
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danger of utilizing the electrocardiogram in the 
differential diagnosis is obvious. 

The clinical course of our Case 2 is unusual. The 
abnormal electrocardiogram and X-ray evidence 
of cardiac enlargement in a woman 37 years of age 
with no evidence of valvular or congenital heart 
disease is consistent with our impression of cardiac 
involvement associated with dystrophia myotonica. 
There is no reference in the literature to chronic 
congestive heart failure due specifically to this 
disease although Spillane™ reported the unexpected 
death due to acute left ventricular failure of a 51 
year old patient suffering from dystrophia myo- 
tonica. Autopsy revealed no cardiac abnormality 
except for ventricular dilatation. 

The significance of the transient, recurrent 
changes seen in the electrocardiogram of J. P. is 
difficult to evaluate. The manner in which the heart 
is affected in dystrophia myotonica remains ob- 
scure. That the changes may be due to dysfunction 
of the autonomic nervous system or more spe- 
cifically to hyperactivity of the vagus is suggested 
by some writers.®» 1° However, atropinization has 
failed to effect any change in the electrocardiogram 
in these cases.” ® The possibility that quinine sulfate 
would produce these changes is very unlikely. The 
abnormal electrocardiograms were obtained in each 
patient when the medication had been omitted for 
months and even years. Ina similar case reported 


by DeWind and Jones® the transient electrocardio- 


graphic changes were attributed to “some sort of 
metabolic abnormality in the cardiac muscle prob- 
ably related to the general disease but also influ- 
enced to a slight degree by quinine.” The electro- 
cardiograms in our patient is not inconsistent with 
recurrent subepicardial myocarditis but no definite 
conclusions can be reached until pathologic confir- 


mation becomes available. 


Summary 
A family of three patients with dystrophia myo- 
tonica presenting clinical and/or electrocardio- 
graphic evidence of cardiac involvement is pre- 
sented. A brief review of the literature pertaining 
to cardiac involvement in this disorder is presented. 
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PRE-MEDICAL 


T HE PRELIMINARY report on pre-medical student 
training, one of the most comprehensive surveys 
of the medical profession since the famous Flexner 
report of 1910 revolutionized medical education, 
offers some challenging reforms regarding the 
training of doctors that should be heeded by our 
colleges and universities. 

The report has been in the making for the past 
two years by a committee of educators headed by 
Dr. Harry J. Carman, dean emeritus of Columbia 
University, and the recent release was on pre- 
medical students. An additional report on the medi- 
cal college level is to be published within the next 
six months. The reforms proposed are designed to 
improve the type of education for doctors, with the 
colleges faced with the responsibility to re-evaluate 
and re-organize their programs for pre-medical 
students. 

The report points out that all trends which set 
apart the pre-professional students as a separate 
group should be discouraged, and that these stu- 
dents should be merged with the total student body 
seeking a liberal education; for it is obvious that 
“the position of influence generally held by the phy- 
sician calls for a broad understanding of the needs 
of society. Medicine, of all the professions, requires 
a basic liberal education.” 

The current practice of placing too much empha- 
sis upon science and not enough upon the human- 


EDUCATION 


ities or liberal arts is well known to all of us, and 
especially to those physicians who have been in 
practice for any considerable length of time. Even 
in the matter of prescription writing, as Professor 
Salter of Yale points out in his recent text on 
pharmacology, the general use of Latin terms com- 
mon a generation ago has declined, and “now even 
this vestige of scholarship is gone and only the 
abbreviations survive in the hybrid script of today 
—a mournful relic of the day when physicians 
aspired to be scholars as well as gentlemen.” 

Dr. Carman’s educational committee has re- 
ported that far too much time is given to technical 
and scientific subjects, whereas a balanced educa- 
tion will enhance the professional and personal life 
of the physician and be an important factor in his 
civic and cultural role in the community. 

At a time when the physicians of this country are 
being called upon to face so many national and 
local problems regarding community health plan- 
ning, and community leadership, the reform indi- 
cated by the study committee wins our support. 

Certainly pre-medical students should not be 
segregated from other college students to form a 
special classification group in the science courses. 
Elimination of such a classification would go far 
towards providing freedom for the student to 
change his objectives as he progressed in his course, 


and with better guidance to be directed into future 
continued on next page 
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activities not necessarily medical. In a word, 
departmentalized education cramps the student’s 
mind, and by narrowing his mental horizon robs 
him of that breadth and depth of vision which 
characterizes the well-educated physician. 

Over seventy years ago Sir Clifford Allbutt, phy- 
sician to the Leeds Infirmary and lecturer on medi- 
cine at the Leeds Medical School before he went 
up to Cambridge as professor of medicine, set forth 
the true purpose of education about as well as any- 
one could do it in a few paragraphs. His remarks 
on brain forcing set forth in 1878 might well be 
added to the study report of Dr. Carman and his 
colleagues, as follows: 

“Control is eminently a creature of education, 
and is perhaps the most precious gift of the 
individual man. Without justice, temperance and 
definite industry the most brilliant attributes of 
mind may be impotent for good, and without 
the habit of social subordination and the bond 
of social sympathy the most brilliant society 
would be but a rope of diamonds. Brain forcing 
is terribly mischievous. It urges genius into 
precocious fruitage, it drains the springs of 
nervous force, it excites high tension without 
giving volume to fortify it, it stints the variety 
of mental expansion, and by enforcing control 
it breaks the spirit.” 

“The true purpose of education is first of all 
to teach discipline of the mind and heart; to 
encourage the budding faculties to break freely 
in natural variety; to quicken the eye and the 
hand, and to touch the lips with fire ; to promote 
the gathering of the fountains of vigorous life 
by fresh air, simple nutritious diet and physical 
exercise ; and finally to watch for the growth, 
silent it may be for years, of the higher qualities 
of character, or even of genius, not forcing them 
into heated and forward activity, but rather 
restraining the temptation to early production, 
and waiting for the mellowness of time: remem- 
bering that the human mind is not an artificial 
structure, but a natural growth; irregular, nay, 
even inconsistent, as such growths are, wanting 
most often the symmetry and preciseness of 
artifice, but having the secret of permanence and 
adaptability. These words seem almost too sim- 
ple—these truths too obvious for repetition, yet 
for lack of that which lies in them our modern 
schemes of education are day after day ruining 
the young by overstimulation and unhealthy com- 
petition. Happily the public is awaking to its 
error, and is beginning to regret the days when 
its young dunces grew into its old heroes. What 
we did blindly in the past by trusting to the 
hidden wealth of nature, we may now do face to 
face by the revelation of her secrets.” 
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RED FEATHER 
October is Red Feather month 


That means that a citizen army, two million 
strong, goes into action to insure the continuance 
of voluntary agencies throughout the land to work 
for better health and welfare for everyone. 

This once-a-year campaign by the country’s 
Community Chests and the United Defense Fund 
warrants the support of every physician. The 
campaign is directed towards financial assistance 
only for those agencies in our communities that 
have been judged by responsible citizens to be 
doing a good and important job. This assurance 
means that every dollar you contribute will help 
care for homeless children, will aid the aged and 
handicapped, the poor and the sick, and will assist 
the youth of the country to be guided along paths 
of growth and self-reliance and good citizenship. 

Many campaigns are thus rolled into one. Give 
the United Way for all of them! 


PHYSICIAN OF THE WORLD 


During the World War II physicians from all 
over the world frequented the headquarters of the 
British Medical Association in London. Friendly 
discussions revealed common problems, and the 
desire to perpetuate the friendships and to continue 
on a world-wide scale the interests of the medical 
profession in the various countries resulted in the 
forming of the World Medical Association. The 
First General Assembly was held in Paris in 1947. 

The objectives as outlined in the Association's 
constitution warrant stating — 

(1) To promote closer ties among the national 
medical organizations and among the doc- 
tors of the world by personal contact and 
all other means available. 

To maintain the honor and protect the 
interests of the medical profession. 

To study and report on the professional 
problems which confront the medical pro- 
fession in the different countries. 

To organize an exchange of information 
on matters of interest to the medical 
profession. 

To establish relations with, and to present 
the views of the medical profession to The 
World Health Organization, UNESCO 
and other appropriate bodies. 

To assist all peoples of the world to attain 
the highest possible level of health. 


(7) To promote world peace. 


(6) 


With these objectives as goals, the World Med- 
ical Association can now look back on five years 0! 
accomplishment. A study of medical manpower 
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has been made. A survey of medical education in 
some 26 countries, the first ever attempted, has been 
completed, and in addition a survey has been made 
of postgraduate medical education in 28 countries. 
Other projects reported at the annual Assemblies 
have included a study of Cult Practice in the 
various countries, a report on medical advertising, 
a full survey on social security as it affects medical 
practice, and preliminary studies on the number 
and distribution of hospitals and the availability 
of certain pharmaceuticals and biologicals. 

There are now forty-three nations represented 
inthe World Medical Association, all of whom will 
send delegates to the sixth general assembly to be 
held in Athens, in October. What is not generally 
known is the fact that all members in good standing 
of county and state medical societies are invited 
to identify themselves with world health by joining 
the United States Committee of the World Medical 
Association. The annual dues are $10, payable to 
the Association at 2 East 103rd Street, New York. 


TRAFFIC ACCIDENTS 


In 1951 in Rhode Island sixty-four persons were 
killed and 4,810 were injured in motor vehicle 
accidents. 

There is every reason, on the basis of news re- 
ports, to indicate that the traffic accident figures 
for 1952 will be equally high. 

The time has long since arrived when every 
agency in the State should be mobilized for an 
intensive campaign on every level to prevent the 
casualties that are occurring in increasing numbers 
each year on our highways. The title of the “safe 
State” has been given to Rhode Island on various 
occasions merely because its traffic toll was less than 
that of the other states. There is little consolation 
in such an award for the close to 5,000 killed or 
injured, their relatives and their friends! 

There is no single approach to the problem. Each 
community group can engage in public education 
in urging the strengthening of driver licensure 
regulations, and in similar aspects of the traffic 
accident issue. The problem from the viewpoint of 
the medical profession is decidedly more complex 
than that for other groups, and it undoubtedly is 
of vital significance in the solution of highway 
safety, 

Doctor McFarland, of the Harvard School of 
Public Health, pointed out in a recent paper on 
human factors in highway transport safety that : 

“The control of accidents falls within the 
province of preventive medicine and public 
health because of the important role played 
by human variables. It is not generally ap- 
preciated that injuries, as distinguished from 
disease, are also amenable to the epidemio- 
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logical approach and that accidents follow some 
of the same biological laws as do disease proc- 
esses. In most instances there is multiple 
causation, and attempts at control should in- 
volve consideration of the interaction of agent, 
host, and environment. Although the host is 
of primary medical concern, the agent and the 
environment must also be considered.” 


If we admit Doctor McFarland’s premise then 
the first steps would appear to be a strengthening 
of the licensure laws with definite provisions re- 
garding the physical condition of the driver. At the 
present time twenty-six states and the District of 
Columbia have driver license laws in substantial 
confirmity with the Uniform Vehicle Code Act. 
The remaining twenty-one states have driver license 
laws that are not radically different from the Uni- 
form Code insofar as the matter of physical health 
is concerned. Accordingly, it may be assumed that 
all states treat the matter of physical health in about 
the same manner as it is treated in the Code. 


BUT, in no instance is a medical certificate re- 
quired as precedent to the issuance of a driver’s 
license! True, the administrator is given broad 
authority to deal with the matter of both physical 
and mental incapacity when such a condition is 
observed. Thus, if the administrator, or his staff, 
suspects a physical or mental handicap, a medical 
certificate may be requested. 


Traffic accident statistics, however, do not indi- 
cate that apparent physical defects exist. For ex- 
ample, the 1951 Rhode Island report indicates that 
in 8,424 accidents the driver’s condition showed 
“NO APPARENT DEFECTS.” In discussing 
this phase of the problem McFarland makes the 
point that 


“One of the most important areas, which 
should concern the physician and safety direc- 
tor, relates to the basic causes of lapses of 
attention, distraction or temporary loss of con- 
sciousness. In many serious accidents on the 
highway, loss of attention may occur because 
of overeating, excessive fatigue or hypnotic 
effects of monotony. Loss of consciousness 
may also result from head injuries, epilepsy, 
advanced heart disease or diabetes. The basic 
causes cannot be revealed in a cursory physical 
examination. 


“Tf health maintenance examinations are 
carried out routinely and thoroughly it is only 
very occasionally that a person is eliminated, 
and many are made safer and their useful lives 
prolonged if defects are detected early enough 
for correction.” 


Chronological age is not the factor that should 


be of greatest concern. For example, in Rhode 
concluded on next page 
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Island in 1951 of 10,173 drivers involved in all 
accidents, only 313 were 65 years of age, or older, 


and this group accounted for but one of the sixty- WHAT CHEER 


nine fatal accidents. The ability to perform duties 


is paramount, and as indicated by McFarland above AM BU LANCE co 
BS 


this functional ability can be easily disturbed by 
physical causes to which all drivers are susceptible. 
Our educational program must highlight effectively Affiliate of 


the inherent dangers of these functional disturb- 
WHAT CHEER GARAGE 


ances as an initial step towards safe driving. 


and successor to 
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In Trichomonas infection.. 


treatment “must not only include a tricho- 
monacide, but it must furnish sugars to be 
stored as glycogen in the vaginal epithe- 
lium and provide a favorable medium for 


regeneration of the Déderlein’s bacilli...".* 















































The normal adult vaginal mucosa is relatively thick, rich in glyco- 
gen and its secretions have an acidity within the range of pH 3.8 
to 4.4. Glycogen is metabolized to lactic acid by the Déderlein 
bacilli, thus maintaining the normal acid state. 


e ® 
F oO rd q U i n “We prescribe Floraquin tablets which 


contain Diodoquin ... boric acid, and lactose 


and dextrose.”* 


Searle RESEARCH IN THE SERVICE OF MEDICINE 


*Boehme, E. J.: Trichomonas Vaginalis Vaginitis; Diagnosis, Treatment, Causes of Failure in Treatment, 
S. Clin. North America 25:545 (June) 1945. 
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September 8, 1952 


The Annual Campaign of our Rhode Island Community Chests will be conducted 
next month from October 6 to October 30 and the Council has voted to ask each member 
of the Rhode Island Medical Society to give special consideration to the acute problems 
faced by our Red Feather agencies this year. 

Every doctor knows how essential are the voluntary health and welfare services provided 
by our Red Feather agencies, for you must have an intimate knowledge of many of them, 
such as the Boy Scouts, Girl Scouts and especially those which serve in the interests of 
health. District Nurses, Hospitals, Clinics, Family and Children’s Services account for 
40% of the total annual services provided. These services are provided throughout the 
state to all who are in need. 

But perhaps you do not realize that during the past five years, while costs have risen 
some 33%, we have only given our Red Feather agencies an average increase of 11%. 


During the same period, twelve Chests in communities of comparable size and resources 


have given their Red Feather agencies average increases of 37%. It is simple arithmetic 


to demonstrate that this cannot go on any longer if we are to avoid a serious breakdown 
somewhere along the line. 

None of us can take the position of leaving this problem to the other fellow to solve. 
We must each do our fair share to help raise this extra money. 

A question that is often asked is, “What is a fair share gift?” 

It is a difficult question to answer because there are so many things to consider, and 
because it is so personal. It is something each of us has to decide for himself. Some 
Community Chests have suggested 1% of annual income as a fair share. Others have 
developed more elaborate sliding scale standards of giving. I do not ask you to give any 
stipulated amount, but I do ask you to examine the situation realistically and to give as 
generously as you can to help support more than 100 Red Feather agency services to 
over 180,000 people who need them, and in whose interest hundreds of volunteer workers 
give both time and money. Remember that if we didn’t have the Community Chest you 


would be solicited by many of the agencies involved. 


Sincerely, 


AvBEerT H. Jackvony, M.D., President 
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3% gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE -Fellows 
Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 

fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 
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7'/2 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE -Fellows 


Restful sleep lasting from five to 

eight hours. ‘“‘Chloral Hydrate produces 

a normal type of sleep, and is 

‘i : — rarely followed by hangover.”’* 

AVAILABLE: QA sg - » 4 Pulse and respiration - slowed in 
CAPSULES CHLORAL as, ; a the same manner as in normal sleep. 
HYDRATE — Fellows ~~ Mn Reflexes are not abolished, and the 
3% gr. (0.25 Gm.) - patient can be easily and completely 
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bottles “> ? four 3% gr. capsules at bedtime. 


7% gr. (0.5 Gm.) =—s 
BLUE CAPSULES EXCRETION—Rapid and complete, therefore 


bottles of 50’s no depressant after-effects.>* 


Professional samples and literature on request 


MEDICAL MFG. CO. INC pharmaceuticals since 1866 
Pharmaceaticads 20 Christopher St., New York 14, N. Y, 
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FUNCTIONS OF THE MEDICAL RECORD COMMITTEE IN 
RELATION TO THE IMPROVEMENT OF MEDICAL RECORDS* 
— A Panel Discussion — 


EDWIN B. GAMMELL, M.D., SISTER MARY PAUL, O.S.F., R.N., M.S., 
CHARLES E. BRYAN, M.D., AND LOIS JOMINI, R.N., R.R.L. 





I. FROM THE VIEWPOINT OF A 

STAFF DOCTOR 

Edwin B. Gammell, M.D., Visiting Ear, Nose and 

Throat Surgeon, Rhode Island Hospital, Providence, 

Rhode Island, and Pawtucket Memorial Hospital, 

Pawtucket, Rhode Island. 

From the viewpoint of a staff doctor, let me first 
pay tribute to the Medical Records Committees of 
our hospitals. Their job is one of the more thank- 
less and tedious functions, and at the same time, it 
is not a position that receives thanks if carried 
out in the ordinary manner. 

We all know that as ordinarily seen, the contact 
of the staff man with the record committee con- 
sists of the little billet-doux reminding us that it 
has been too long a time between the discharge of 
our patients and the completion of our records. 
This function is of course, necessary, and I person- 
ally feel that when one of these letters arrives it 
is a reminder to me that I have been remiss. How- 
ever, the functions of the record committee in this 
vein should be set up so that this is automatic and 
not time consuming for the members of the com- 
mittee. The two main functions of the committee 
from the viewpoint of the staff are: 

1. To check on the quality of the records as they 
are being done at the present time and, 

2. To join in the educational set-up of the hos- 
pital to improve the records, and to teach staff men 
and house officers how to make the records more 
accurate, informative, and concise. 

In a recent study conducted at one of our hos- 
pitals on several patients who had cancer of the 
lung, it was amazing to find the descriptions present 
over the period of years. In cancer of the lung, 
blood spitting, cough, and weight loss, are three 
of the cardinal signs. It was amazing to see the 
number of records in which one or all of these three 
symptoms were not even mentioned in the history. 
It takes a survey of this sort for many of us to 
realize the changes that have come about in record 
taking and recording during our own time in the 
practice of medicine. 

It should be a function of the record committee 
to sample both ward and private records to see how 
* Presented at the Annual Meeting of the Rhode Island 

Association of Medical Record Librarians, at Providence, 

R. I., May 7, 1952. 





the work is being done at the present time. Many 
of our house officers come from schools located 
in different portions of this country and sometimes 
abroad, and the habits and methods in these dif- 
ferent areas often vary greatly. It is time con- 
suming work, and often thankless endeavor, but it 
should still be the function of the record committee 
to attempt to correlate this work. 


The second function which I believe to be of 
paramount importance is the education of the house 
officers and staff in the preparation of their records. 
This .can be accomplished in one of several ways. 

The first way consists of members of the record 
committee individually meeting with sections of the 
staff and house officers to have a teaching session. 
This is ordinarily poorly received by the staff, and 
only tolerated by the house officers. 

A second way is for the chief of each division 
to personally instruct his own staff in their individ- 
ual field. This again will probably be poorly 
received, not from lack of interest, but more from 
lack of time due to the demands of their practice 
and position. 

A third way which is ordinarily well-received is 
for a member of the record committee to make out 
samples of the right and wrong way of describing 
operations, and the right and wrong ways of mak- 
ing histories and physicals. These should be differ- 
entiated between a major admission, and an admis- 
sion for a minor illness or operation. This par- 
ticular method of instruction is very well received, 
particularly by the house officers. In the usual 
progress of teaching there is complete training on 
the method of performing various operations and 
other procedures, but there is no training in describ- 
ing in a concise manner what has been found, and 
what has been done to correct this situation. 

The fourth method that is difficult to institute, 
but has the greatest amount of merit as it serves 
not only to instruct the house officers in the prepara- 
tion of their records; but also serves as a check 
on their knowledge of the various diseases ; symp- 
toms, findings, and diagnosis ; is the history meeting 
conference. It takes time, study, effort, and a great 
amount of initiative to over-come the traditional 
confidence that we all have in our own ability. 


Nevertheless, if this method is pushed forward by 
continued on page 496 
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an interested record committee, the results to the 
hospital staff should be great. 


SUMMARY 

Our record committee must serve the same func- 
tion in the hospital as an accountant or bookkeeper 
serves in our financial affairs. It is their function 
not only to check up on all that has been done in 
the past, and to analyze the good points and bad 
points ; but in addition, they must take steps to see 
that the same difficulties are not repeated and that 
the future records are better kept, more instructive, 
and give the one result that we are striving for 
with each hospital admission. . . . 

a patient that has been treated by the latest 
method with the minimum loss of time in restoring 
him to his home and occupation wherever possible 
and with a concise and accurate picture of his past 
and present illnesses, his treatment, course, and 
immediate result in a hospital record, so that the 
final result will emerge as a composite picture. 


Il. FROM THE VIEWPOINT OF A 
DIRECTOR OF A SCHOOL OF NURSING 

Sister Mary Paul, O.S.F., R.N., M.S., Director, 

School of Nursing, St. Joseph’s Hospital, Providence, 

Rhode Island. 

Medical records are very important and neces- 
sary documents in every hospital. Each record is 
a clear, concise, and accurate history of the patient’s 
life and illness, written from the medical point of 
view. On the one hand, it sets forth factors which 
have contributed to lowered resistance and disease 
production ; on the other, it calls attention to those 
which have produced increased resistance, and to 
details of successful and unsuccessful efforts in 
combating diseases in the past. The climax is in 
the story of the present illness, as told by the patient 
and in the observations and treatment recorded by 
the attending physician, his colleagues, and the 
nurses. In other words, the medical record may 
be defined as a compilation of scientific data derived 
from many sources, coordinated into a document 
by the record librarian, and finally filed for various 
uses — personal and impersonal. The complete and 
accurate record must serve the patient, the indivi- 
dual physician, the science of medicine, and society 
as a whole. 

Medical records are not new. Nearly twenty- 
four hundred years ago the illustrious Greek phy- 
sician, Hippocrates, frequently called the “father 
of medicine” described symptoms of disease in 
great detail, drew up forms, and kept accurate and 
precise clinical records. The contributions of men 
of science, down through the ages, have left a won- 
derful heritage to the medical profession of today, 
and in return the medical profession should deem 
it a privilege and duty to carry on a continuous 
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campaign to maintain the highest possible stand- 
ards. 

The importance of medical records cannot be 
over-emphasized. Next to the medical staff itself, 
these rate second on the point list for the approval 
of the American College of Surgeons. They must 
be in keeping with the standards set up by three 
leading organizations: The American Medical 
Association, the American Hospital Association, 
and the American College of Surgeons, assisted by 
the American Association of Medical Record 
Librarians. 

Today, with our complex manner of living and 
the changes in the science and art of medicine, as 
well as nursing, a large percentage of our sick 
are being treated in hospitals. This means that the 
family physician has lost his former intimacy with 
the family. The use of precision instruments, such 
as radiological and cardiological apparatus, basal- 
metabolism instruments and advanced work in the 
laboratories have resulted in a volume of data 
expressed in precise terms, so that it is utterly 
impossible for the physician to retain and to keep in 
his mind the numerous details regarding each of the 
large number of patients whom he must attend. 

These changes in medical practice have necessi- 
tated a written record to replace those formerly 
carried in the memory. Physicians recognize this, 
and all of them keep some form of notes. Ina few 
instances, these are good, but the average physician 
is not secretarially minded and the notes which he 
personally keeps are usually unsystematic and 
sketchy, but useful to himself. 

In attempting to remedy this situation, hospitals 
have assumed the burden of keeping medical rec- 
ords for the physician on hospital cases. While the 
medical record is of some value to the hospital, its 
greatest value is to the physician himself. And, as 
a matter of common courtesy, the doctor should be 
willing to see that the data and information re- 
corded is accurate and complete. At no time should 
he take the attitude that he is conferring a favor 
upon the hospital when he contributes and com- 
pletes the medical record of his own patients. No 
patient can be assured safe treatment when there 
is no record case study in which the diagnosis 1s 
clearly stated and supported by clinical and labora- 
tory finds, in order that treatment may be admin- 
istered on a rational basis. 

All hospitals realize that medical records are the 
gauge by which the efficiency of the medical service 
rendered by the hospital and its personnel is meas- 
ured. Medical records, when accurate and complete 
in every detail, have well recognized values, namely: 

1. It serves the patient in his present illness and 
may be of further value to him should he become 
ill at some future time. 

2. It enables the hospital to make an analysis of 
the quality and quantity of work which has been 
done. 
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3. In education and research it may be used for 
the advancement of scientific knowledge in studying 
cases, groups of cases, the various types of treat- 
ment employed and results obtained from them. 

4. The medical record proves very valuable in 
the field of public health. With the continued shift- 
ing of both civilian and military personnel, disease 
is spreading from one locality to another, from one 
country to other countries. Our doctors and hos- 
pital personnel are confronted with new cases of 
disease heretofore unknown in this country, and 
brought here from foreign lands. 

5. Lastly, but not least, the medico-legal aspect 
must be kept in mind even more today than ever 
before because of the constantly shifting war- 
working population. In legal action, the physician 
needs all the means of defense that can be made 
available. The medical record, if accurate and com- 
plete is priceless in such cases. It is evident that 
it was compiled at the time of the patient’s illness 
with reference only to the treatment of the patient, 
and with no further thought of future legal action. 

The medical record is the recognized factor not 
only in the formal education of the medical student, 
but also in the formal education of the practicing 
physician. To such a man the record gives exact 
knowledge of procedures which have been carried 
out and enables him to give his patient much better 
and surer treatment. A well kept record is a valu- 
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able protection for the physician in establishing 
“due care and diligence.” They help to evaluate 
new methods of treatments or those carried out 
over a long period of time. The keeping of records 
stimulates the physician to keep pace with medical 
progress, particularly when tested in the crucible 
of the staff conference, and forms the basis for 
clinical research, from which new and improved 
methods of treatment are devised. By relieving 
him of the necessity of carrying details in mind, 
they increase his efficiency. 

Today medical records are to the hospital what 
the hands are to a clock. No purpose is apparent, 
no results achieved without them, so far as the hos- 
pital’s part in the march of medical progress is 
concerned. No hospital can discharge its duty to 
the patient and to medical science unless there is 
a vital record consciousness through its personnel. 

It must be remembered that the patient entrusts 
his life to the physician and hospital for his own 
benefit. He does not come to the hospital for the 
sake of verifying records, or to help statisticians, 
or even to help science. He comes for his own 
physical well being. If the patient entrusts his life 
to an institution and physician, they should not 
betray the trust he has in them. From the medical 
viewpoint he delivers to them by his own word, 
and by his submission to examination, his intimate 


life for assistance. It must be treated in confidence 
continued on next page 
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as the most personal and most valuable asset the 
patient could leave in their hands. Surely, his 
record is sacred. 


The various uses of the medical records necessi- 
tates the exercise of extreme caution in divulging 
information. Most valuable information concern- 
ing the patient treated in the hospital is secured and 
made available by the organization and functioning 
of an efficient records department. Recently, while 
the student nurses were writing case studies and 
getting ready for conference in the different depart- 
ments of the hospital, one of the students came to 
the record office and asked for the chart of a patient 
who had died some five or six years ago. The 
record librarian was keen and noticed that the 
chart of the patient she had asked for was the same 
as that of the student—the record librarian 
immediately contacted the director of nurses, who 
casually found her way to the record department 
—careful questioning brought out the fact that 
this nurse was interested to know about the case 
of her father who had died some years before. She 
thought that this would be a good time to secure 
the chart. After conversing with the student and 
guiding her in the right direction, she was made to 
see the folly of her natural curiosity, and made to 
see that she had no right to the chart. There was 
nothing on the chart that would have alarmed the 
nurse — he happened to be a heart case, I think, 
was admitted, given all kinds of treatment and died 
— but, what would this lead to in the future, and 
how many requests of this kind would the record 
librarian be filling? She surely has plenty to do. 

There is an extensive demand of data for re- 
search, and in medico-legal, insurance and com- 
pensation cases. If it is to be adequately protected 
and yet serve a maximum of usefulness, the medical 
record must be considered from two points of view ; 
as a personal document, and as an impersonal one. 
It is a personal record when associated with an 
individual patient; it is impersonal when only the 
contents are studied, there being no reference to 
any particular individual. 


Most present day nurses are sure that they have 
enough to do without being bothered with the 
quality and quantity of medical records. That, they 
say, is for the doctor and medical record librarians. 
However, nurses agree with others in the medical 
profession that well-written records are vital to 
the enrichment of medical research and frequently 
to the future welfare of the individual patient who 
may return to the hospital for further care. 


Let us only whisper that, in these busy days, some 
doctors tend to slight their progress notes ; physical 
examinations and histories are not always com- 
pletely adequate. Frequently the nurses’ notes are 
the most valuable section of the medical record. It 
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has often been stated that “a truer and more detailed 
picture of this case may be secured from the nurses’ 
notes.” 

If records are worth securing, they are worth 
preserving in such a manner that they are fit to be 
used, and available for all purposes. The produc- 
ing of a good record is a composite or joint work 
requiring coordinated effort not only of the patient 
and his attending physician, but also of the intern 
or resident, and perhaps of the pathologist, the 
radiologist, anesthetist, physical therapist, the 
nurse, social worker, dietitian and consultants. 

Many nursing students feel that the hospital 
record librarian is a fussy individual who is overly 
concerned with filling out blank spaces on a printed 
form and insisting that they do the same. Fussy? 
Perhaps. Overly concerned? No! Time after time 
the life of a patient, the professional standing and 
financial well being of a doctor, the reputation of 
a hospital, or the reputation of a nurse, has hinged 
on the record of a nurse’s observations and activ- 
ities. Surely, no concern can be too great if its 
purpose is to secure complete and accurate records 
of everything related to the care of patients. The 
medical record librarian is especially well qualified 
to assist nursing students in acquiring the knowl- 
edge needed. When a patient is discharged from 
the hospital, the nurse’s responsibility for his record 
usually ends and that of the librarian begins. She 
must see that the chart is complete from both 
medical and legal standpoints. By reviewing the 
thousands of charts which pass through her hands, 
by answering requests for information, by attend- 
ing court when charts are subpoenaed, she becomes 
an expert in checking medical records. It seems 
logical, therefore, to include in the nursing students 
educational program a series of lectures that are 
taught by the medical record librarian. 

In conclusion, may I state, that as Director of 
Nurses in a hospital maintaining a School of Nurs- 
ing, I feel that the record librarian has as much 
responsibility for the compiling of the patients’ 
charts as the doctor or nurse. In this day of special- 
ization the head nurse has had numerous activities 
added to her already busy day. I do not say that 
she has no responsibility — she has. All charts 
should be checked by her before they go to the 
record office — but, and here is where there will 
probably not be full agreement —I do not feel 
that any nurse should be held responsible for the 
doctors and interns writing their charts. This 
should be checked from time to time by the record 
office, and it is their responsibility to see that all 
charts are complete and up to date. 

The medical record department in an approved 
hospital today is one of the basis for accreditation 
of the institution by the A C S. The department 


is a mirror of medical progress in the institution: 
continued on page 500 
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continued from page 498 
here errors of commission and omission are re- 
vealed ; here facts are stored for future use, whether 
for clinical use, research or medico-legal purposes. 
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Ill. FROM THE VIEWPOINT OF A 
DOCTOR ON THE MEDICAL RECORD 
COMMITTEE 


Charles E. Bryan, M.D., a member of the Medical 
Record Committee at the Roger Williams General 
Hospital, Providence, Rhode Island. 

The majority of you know the value of a good 
medical record from the standpoint of the hospital 
— it might be termed the production sheet of the 
hospital. You also know its value to the physician 
and patient, both as an impersonal and as a per- 
sonal document. It is not my intention to go into 
the use of the medical record but rather to present 
to you my opinion how the record committee might 
improve the medical records so they will be of more 
value in their many uses. 

I feel it is the goal of the committee to elevate 
the standards of the medical record to a level where 
they are acceptable to the American Hospital Asso- 
ciation. How can this goal be attained by the 
Record Committee? The answer lies in three func- 
tions, or duties, of the Committee which are as 
follows: 

1. The Committee should check records for 
completeness. I first served as a member of the 
Record Committee at my hospital in 1950. At that 
time, the members of the Committee thought it 
might be well to attempt to have the records com- 
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pleted on the floors before the patient was dis- 
charged to home. To attain this end, we used a 
Tag System. This necessitated the printing of 
yellow tags which read as follows: Dear Dr. .......: 
This record has been checked by the Record Com- 
mittee and found incomplete. Please complete this 
record at once. Red tags were also printed which 
weed: Deer ik... : You were asked to com- 
plete this record a few days ago. We find it is still 
incomplete. If it is not completed within 24 hrs, 
your privilege to admit patients to this hospital 
will be suspended until it is complete. This tag 
method made it necessary for one member of the 
Committee to be assigned, alternate months, to 
review the records on the floor, and to apply which- 
ever tag was indicated to the incomplete records, 
This meant an expenditure of many valuable hours 
per month to do the job satisfactorily. Even with 
the help of a nurse on each floor, to check the 
records required at least one and one-half hours 
per day; and we found that the records should be 
checked at least twice a week. We used this system 
for two years and it was my opinion that it was a 
failure. I felt it was a failure because it was not 
always possible for the Record Committee member 
to check the records as often as they should be 
checked. I also felt it was a failure because many 
members of the staff felt it was a police action and 
they resented it. Some doctors did not take it 
seriously until their right to admit patients to the 
hospital had been suspended. This method did 
accomplish one thing — more records were com- 
pleted before reaching the Record Office. 

In January, of this year, I was re-appointed to the 
Record Committee and we discarded the Tag Sys- 
tem and inaugurated a new system which is entirely 
automatic. On the first day of every month, a list 
of the doctors and number of their incomplete rec- 
ords is posted in the Doctor’s library and the doctors 
are also sent a letter notifying them of their delin- 
quent records. On the fifteenth of the month, if 
these records are not complete, their use of the 
hospital is automatically suspended until they have 
completed the records. This method is working 
very well. In fact, our Record Librarian tells us 
the files of incomplete records have never been so 
depleted before. Even though we are getting the 
records done in the Record Office, we are still 
finding many incomplete records on the floors and 
we are still finding many records which are of little 
scientific value. 

This brings us to the second function of the 
Record Committee which in my opinion is to evalu- 
ate the records qualitatively. It is not eonugh just 
to make sure that a medical record is completed. Too 
many times records are written merely to comply 
with the hospital ruling. The medical record is 


actually a gathering of scientific facts and should 
continued on page 502 
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be written with this in mind. It has been my experi- 
ence that many physicians skimp on their past and 
family histories and give only a one or two state- 
ment history of the present illness. They also fail 
to follow the suggestion at the top of most physical 
examination blanks which state “Do not use the 
terms Normal or Negative” and in many cases the 
physical examination is limited only to the part of 
the body involved in the disease. In many cases, 
this may be sufficient from the standpoint of the 
physician but it is also true that in some cases other 
pathology is being overlooked. I might mention 
here that on second admissions, many physicians 
make the note “see previous record” and fail to 
write an interval note. In some cases if the previous 
hospitalization was only a few months prior to the 
present admission, the note “‘see previous record” 
might be sufficient but in other cases, the previous 
admission might have been five years or more 
previous to the present admission and there might 
have been some serious disease during the interim 
which had definite bearing on the case. Some phy- 
sicians write under family and past histories “non- 
contributory”. As you know, this is not acceptable 
as far as hospital standards go. From the viewpoint 
of the doctor who writes such a phrase, I feel that 
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he honestly believes that it is non-contributory; 
however, from the viewpoint that his record might 
be used as an impersonal document at some future 
date, it certainly is not of much scientific value. 


Medical Record Librarians are all familiar with 
the complaint from the average doctor today that 
he just doesn’t have time to practice medicine any 
more. Most of his time is consumed in filling out 
forms for insurance companies, physicians’ service, 
Blue Cross etc. They feel it is a waste of time to 
sit down and write a medical record in detail. How- 
ever, it is the very physician who complains about 
filling out the record in detail that is usually the first 
to complain if he has occasion to look at another 
doctor’s record, in search of specific information, 
and is unable to find it. We all agree that our aim 
is to improve medical records and this we have been 
doing since the Egyptian Period which was about 
4500 B.C. It would be a step backwards rather than 
a step forward if we were to relax on the quality 
of records at this time. 


The third function of the Record Committee 
should be to encourage members of the Staff to 
make group case studies. If the Committee could 
induce more doctors to use medical records in this 
way, the doctors would soon realize just how neces- 
sary a good complete medical record is. 


In conclusion, I would like to repeat that the goal 
of a Record Committee should be to have all 
medical records in their hospital acceptable to the 
American Hospital Association for only by attain- 
ing this goal will the records be truly useful as a 
collection of scientific facts to be employed bene- 
ficially by both the doctor and the hospital. 
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IV. FROM THE VIEWPOINT OF A 
MEDICAL RECORD LIBRARIAN 


Miss Lois Jomini, R.N., R.R.L., Director cf the Medi- 
cal Record Department, Rhode Island Hospital, Provi- 
dence, Rhode Island. 

Better care of the patient is the aim of every hos- 
pital, and this involves the Governing Board, 
Administration, Medical Staff and all the depart- 
ments within the hospital. 


The aim of every medical records librarian is 
also better care of the patient by securing a better 
medical record. The committee which guides us 
in this major effort is the Medical Records Com- 
mittee. This committee is made up of representa- 
tives from the services, the administrator and the 


medical records librarian, and should meet reg- 
continued on page 504 
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HELP WANTED... 


Yes, Doctor, your help is wanted to aid Physicians 
Service. 


Here are some of the things you can do... 


@ Speak to your patients and determine if they have 
health insurance coverage. If not, tell them about 
PHYSICIANS SERVICE. 


This month and next (August and September) Blue 
Cross subscribers on a direct enrollment can secure 
Physicians Service as their quarterly payment comes 
due. Otherwise they, and all other individual enroll- 
ments must await the direct enrollment campaign in 
1953. 


Group enrollments are available for persons where 
10 or more are employed. 


If you have a “lead” on a possible group enroll- 
ment, pass the word along to the executive office. 


Have literature available in your office about Physi- 
cians Service. Be informed on the program, and talk 
about it to your patients. It’s your Plan, too. 


RHODE ISLAND MEDICAL SOCIETY PHYSICIANS SERVICE 
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in the office... 


_ sick people 
need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 
Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 


Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin Smg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
Bottles of 30, 100 and 1,000. : 
SQUIBB | 


"THERAGRAN’ 15 A TRADEMARK OF €. ®, SQUIBE & SONS. 
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ularly. The Chairman of the Executive Committee 
in consultation with the Executive Committee 
appoints the members. The Records Committee 
acts in an advisory capacity to the staff and ap- 
praises the scientific material contained in the 
medical record. 

Mrs. Adaline Hayden outlines the duties of the 
medical records committee as follows: “It should 
be the duty of this committee to prescribe definite 
regulations pertaining to the preparation, comple- 
tion and filing of records; to see that the staff is 
acquainted with and adheres to the nomenclature 
selected and adopted; to establish rules for the 
record librarian to follow relative to the way records 
are to be used and the length of time they are to 
remain out of the department. The Records Com- 
mittee should approve all record chart forms, but 
the forms should be authorized for use by the 
administrator.” 

“The Records Committee should be active 
insofar as Outpatient Department records are con- 
cerned. The Outpatient Department records should 
be of as great an interest to the Committee as the 
records of patients who occupy a bed.” 

She further states that the functions of the Medi- 
cal Records Department could be briefly outlined 
as: 

Originating and numbering the medical record 

Recording the record 

Assembling and checking the record 

Keeping the record 

Using the record 

Issuing the record 

Preserving the record 

Associated functions 

An active, alive Medical Records Committee 
which shows an interest in the patient’s medical 
record will be concerned with all the items above. 
It will be particularly concerned with the problems 
which arise in developing a medical record to serve 
three important purposes : 

(1) To meet the standards of the medical exam- 
ining boards. 

(2) To insure approval of the hospital for 
internships, residencies and fellowships. 

(3) To make the records sufficiently compre- 
hensive to permit their use for teaching purposes 
and for research. 

Today, as always, the time element seems to be 
the greatest excuse for delay in writing current 
medical records. A system of follow-up letters to 
the staff as reminders to complete records has pro- 
duced good results in keeping records current. This 
system is followed through in accordance with 
instructions from the staff and the support of the 
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Staff Committee on medical records. Although 
hospital administrators have provided the tools and 
personnel to aid the doctor in keeping his work 
current, it is not always accomplished. Education 
in the medical schools will do more in this respect 
than persuasion by medical records librarians, for, 
by the time the medical student becomes an intern, 
the medical records librarian does not impress him 
very much when it comes to completing a record on 
discharge of the patient. 

But an individual from the Medical Records 
Committee can scan records periodically on the 
floors, or he can, through group studies, point out 
lacks and thus arouse a record consciousness 
throughout the hospital. The very fact that a staff 
member is interested in the content of the medical 
record will bring about an improvement in record- 
ing the vast amount of scientific data. Otherwise 
this information remains locked in the recesses of 
the doctor’s mind and he receives no credit, nor 
does the patient get full benefit. 

A committee member can dictate a good dis- 
charge summary which contains all the vital points 
of the case, against one which is redundant and 
practically a copy of the whole record. I have seen 
a four-page summary reduced to one page with 
none of the essentials lacking. 

[he same is true of reports of operation. We 
have had a slight epidemic of redundant operative 
reports. These operations began with a short his- 
tory of the case —then followed the description 
of the operation. A committee member took the 
time to dictate a sample operative note showing the 
difference between what was good and what was 
non-essential. The committee was completely in 
accord that the history has its own place in the 
medical record and that it should not be part of the 
operative report. 

A committee member at the Rhode Island Hos- 
pital has developed history meetings on the 
Gynecological Service. For these meetings all the 
records of patients discharged during the previous 
week are carefully reviewed. Interns are taught 
to begin the record with a standardized opening 
statement giving the reason for admission and the 
problem involved. Discussion then covers history 
and physical examination. Statements such as 
“negative” or “normal” are eliminated and factual 
observations substituted for them. 

Notes by the visiting man are checked and all 
laboratory reports are carefully reviewed. Dis- 
charge physical examinations and summaries are 
then discussed and the diagnoses are considered and 
evaluated. In this way missing diagnoses are often 
brouglit to light and the omissions are corrected. 
Consideration of treatment of the patient is then 
made and the question of its adequacy and the 


results is made the basis for further training. The 
continued on page 508 
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Gin the home... 


sick people 


need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000. 


‘THERAGRAN’ IS A TRADEMARK OF E. ®, SQUIB® & SONS. 
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AMERICA’S FINEST MILK ..... 


Hoodsealed 
For Your / 
Protection 


CERTIFIED 
MILK 


IN RHODE ISLAND IS 












PRODUCED BY 
Cherry Hill Farm 
Hampshire Hills Farm 
Hillside Farm 


Produced in 
Rhode Island 
under the 


‘\\ supervision of the 


Medical Milk 
Commission 
of Providence 





DISTRIBUTED BY 
H. P. Hood Co. DE 1-3024 
Whiting Milk Co. GA 1-5363 
Hillside Farm UN 1-0778 














P.M.A. 
Accident and Sickness Insurance 


In September, 1949, the Providence Medical Asso- 
ciation approved a plan of Disability Insurance espe- 
cially for its members. Much care and study was 
given to select a plan which would be stable and 
permanent, while allowing all members under age 
70 to participate. Most of our members have sup- 
ported this excellent activity with the result that 
nearly $50,000 has been received by disabled mem- 
bers since then. 


This insurance has been tried and proven! We hope 
that the members not now participating in the Plan 
will add their names to the list of insured members, 
thus insuring excellent benefits to themselves and 
added security for others in the plan. 


Information may be obtained from the Executive 
Secretary’s office or from the Derosier Agency. 


This plan should not be confused with other mail 
order plans which do not have the strength and 
dependability of your locally operated and sponsored 
plan! 


R. A. Derosier Agency 
32 Custom House Street 


Providence 3, Rhode Island 
GAspee 1-1391 











YES, it took more than 100 years. 
We're proud that these years have been 
devoted to an endeavor to preserve life. 
It is gratifying to know that our small 
contribution has added to the health, 
happiness and well-being of the com- 
munity. We are making every effort to 
maintain our leadership with our next 5 
million prescriptions. 

Blanding’ 
155 WESTMINSTER ST. and WAYLAND SQUARE 
Tel. GA. 1-1476 and PL. 1-1341 
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MEDICAL LIBRARY NOTES 





—_— 


Recent Accessions: 

The following titles have been added to the 
Davenport Collection. These volumes are avail- 
able for circulation. 

Louis-Ferdinand Celine — Bagattelle per un Mas- 
sacro. Milan, 1938. Gift of Doctor F. Ronchese. 
Philip Marshall Dale — Medical Biographies. The 
Ailments of Thirty-three Famous Persons. Nor- 
man, Oklahoma, 1952. 

K. D. Keele — Leonardo da Vinci on Movement of 
the Heart and Blood. Lond., Phil., (1952). 


Day Fund purchases for the general 

scientific collection: 

Russell N. DeJong — The Neurologic Examina- 
tion. N. Y., 1950. 

Louis I. Dublin — The Facts of Life from Birth 
to Death. N. Y., 1951. This book is proving of 
such great value in answering the questions of the 
general public that it has been put on the “For 
Reference” list and may not circulate. 

Frederick L. Good & Reverend Otis F. Kelly — 
Marriage, Morals and Medical Ethics. N. Y., 1951. 
This work answers questions concerning the atti- 
tude of the Catholic Church toward the medico- 
moral problems of matrimony and psychiatry. 

T. A. Longmore — Medical Photography. Radio- 
graphic and Clinical. Lond., 1949. 4th ed. 

Arthur M. Master, Marvin Moser & Harry L. 
Jaffe — Cardiac Emergencies and Heart Failure. 
Prevention and Treatment. Phil., 1952. 

The Collected Papers of Adolf Meyer. Edited by 
Eunice E. Winters. Volume IV—Mental Hygiene. 
Balt., 1952. 


Received from the Rhode Island Medical Journal: 

John H. Bland — The Clinical Use of Fluid and 

Electrolyte. Phil., 1952. 

Frank S. Caprio—Living in Balance. Wash., 1951. 

Russell L.. Cecil, editor — The Specialties in Gen- 

eral Practice. Phil., 1951. 

Committee on Publications of the American Rheu- 

— Association — Rheumatic Diseases. Phil., 
52. 

Howard F. Conn, editor — Current Therapy, 1952. 

Phil., 1952. 

Louis S. London — Dynamic Psychiatry. 2 vols. 

N.Y., 1952. ; 

Donald Mainland—-Elementary Medical Statistics. 


The Principles of Quantitative Medicine. Phil., 
1952. 

William T. Salter—A Textbook of Pharmacology. 
Principles and Application of Pharmacology to the 
Practice of Medicine. Phil., 1952. 

Edwin F. Tait — Textbook of Refraction. Phil., 
1951. 

Israel S. Wechsler — A Textbook of Clinical Neu- 
rology. With an Introduction to the History of 
Neurology. 7th ed. Phil., 1952. 

Henry Welch & Charles N. Lewis — Antibiotic 
Therapy. Wash., 1951. 

Gifts: 

Professor Robert T. Beyer, of Brown Univer- 
sity, is giving the Library three periodicals. These 
are ACTA OTO-LARYNGOLOGICA, EX- 
CERPTA MEDICA (Section XI, Oto-, Rhino-, 
Laryngology ) and the JOURNAL OF SPEECH 
AND HEARING DISORDERS. 

Bacitracin. A Review and Digest of the Literature 
Up to and Including January, 1952. Gift of the 
S. B. Penick & Company. 

Perry Burgess — Who Walk Alone. N. Y., 1940. 
Gift of Doctor Hammond. 

George Cannon — Botanical Family Medicines. 
New Bedford, 1831. Gift of Doctor Chase. 
William Cheselden — The Anatomy of the Human 
Body. Lond., 1756. 7th ed. Gift of Mr. Wallace 
Maxon. 

Clinical Conference of the Chicago Medical Soci- 
ety. 6th, 1950; 7th, 1951. 

Collected Reprints. American Cancer Society. 2 
vols., 1949. 

Collected Reprints of the Grantees of the National 
Foundation for Infantile Paralysis, vol. XI, pts. 


*1& 2, 1950. 


William P. Dewees — A Practice of Physic. Phil., 
1833. 2nd ed. Gift of Mr. Wallace Maxon. 

Eighty Famous Prescriptions Obtained from the 
best known Physicians and Scientists of Europe 
and America, for Home Treatment. Cincinnati, 
n.d. Gift of Doctor Herbert F. Hager. This curious 
little booklet, for which the purchaser paid $5.00, 
contained all the information needed for treatment 
of each disorder except the amount of each medi- 
cine used. The druggist who sold the book could 
be sure that the prescription could be filled at his 


store only as he kept the dosage manual on file. 
concluded on next page 
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Carlos F. Guillot — Historia de las Dermatosis 
Africanas en el Nuevo Mundo. Buenos Aires, 
1950. Gift of Doctor Ronchese. 

Modern Medicine Annual 1952 (for 1951). Min- 
neapolis, 1952. 

North Carolina Committee to Study Nursing and 
Nursing Education—Nursing and Nursing Educa- 
tion in North Carolina. Chapel Hill, 1950. Gift of 
Mr. Farrell. 

John A. Paris — A treatise on diet. Phil., 1826. 
Gift of Mr. Wallace Maxon. 

Physician’s Memorandum — Year book for 1903. 
Gift of Doctor Herbert F. Hager. 

State of Connecticut — 102nd Registration Report, 
1949, 

Transactions of the New England Obstetrical and 
Gynecological Society, v. 2, 1948; v. 5, 1951. Gift 
of Doctor Partridge. 

Transactions of the Western Section, American 
Urological Association, v. 18, 1951. 

L’Union Internationale contra la Tuberculose, 
1950, 11th conference. Gift of Brown University 
Library. 

Veterans Administration Technical Bulletin, series 
10, v. 5. 

Who’s Who in America, 1947. 
Hammond. 


Gift of Doctor 


Gifts of pamphlets and unbound medical jour- 
nals were received from the American Cancer 
Society, Mrs. Mary D. Basso, Doctor Chase, the 
Heyden Chemical Corporation, the Kessler Insti- 
tute, the M & R Laboratories, the Rhode Island 
Historical Society and the United Fruit Company. 








WANTED 


LANCET, January 6, 1951 











McCAFFREY wc. 


19 OLNEYVILLE SQUARE 
PROVIDENCE 49, R. I. 
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success in developing a good medical record depends 
upon the degree of cooperation of the staff, the 
administration, and the medical records librarian. 

One of the aids of the medical records librarian 
in presenting her problems to the committee is the 
agenda. Briefly, it should contain the following 
and mailed to every member : 

1. The committee members present at last 

meeting 
. The date, hour and place of meeting 
. Name of chairman presiding 
Call to order 
. Reading minutes of last meeting and date 
». Old business 

7. New business 

A previous discussion of new business with the 
chairman of the committee and the administrator 
will save much time during a meeting. The medical 
records librarian can gather all the material per- 
tinent to the subject to be discussed and be ready 
to answer questions regarding the need of change 
or addition in the medical record. In this way her 
education is continued and the medical record does 
not become obsolete. The committee members will 
discuss their ideas and problems and this will create 
teamwork and iron out many rough spots. 
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We send more cases to hospi- 
tals than most doctors — 12 
bottles in each, all in won- 





derful shape. 






Warwick Club Ginger Ale Co., Inc. 
"It Sings In The Glass” 
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5th ANNUAL CANCER CONFERENCE FOR PHYSICIANS 
Under the Auspices of the 
RHODE ISLAND MEDICAL SOCIETY 
WEDNESDAY, OCTOBER 15, 1952 





At the Memorial Hospital Pawtucket, Rhode Island 


11:00am. EARLY DIAGNOSIS OF CANCER OF THE 
LUNG 

Richard H. Overholt, M.D., of Boston, Mass. Clinical 

Professor of Surgery, Tufts College Medical School. 


11:30am. AIR POLLUTION AS A CANCERIGENIC 
FACTOR 
W. C. Hueper, M.D., Chief, Cancerigenic Research 
Studies Section, Cancer Control Branch, National 
Institute of Health, Bethesda, Maryland. 


UTERINE CANCER — THE PROBLEM OF 
EARLY DIAGNOSIS (A Motion Picture) 


Luncheon at the Hospital 


WHY DETECTION CLINICS? 

Elmer Friedland, M.D., of Buffalo, N. Y., Medical 
Director, Cancer Detection Center, Edward J. Meyer 
Mewmorial Hospital, Buffalo. 


RELATION OF BENIGN LESIONS OF THE 
BREAST TO THE DEVELOPMENT OF 
CARCINOMA 

A. Purdy Stout, M.D., of New York, Professor of 

Pathology, Columbia University College of Physicians 

and Surgeons. 


THE PROBLEM OF PIGMENTED MOLES 
AND MALIGNANT MELANOMA 

George T. Pack, M.D., of New York City, Clinical 

Professor of Surgery, New York Medical College. 


THERAPY OF MALIGNANCY IN 
CHILDHOOD 

Sidney Farber, M.D., of Boston Mass. Pathologist- 

in-Chief, Children’s Hospital; Professor of Pathol- 

ogy, Harvard University. 


GENERAL DISCUSSION 
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BOOK REVIEWS 





THE STUDENT AMER- 
CHI- 


JOURNAL OF 
ICAN MEDICAL ASSOCIATION, 
CAGO, ILLINOIS. 

The Journal of the Student American Medical 
Association is the official publication of that new 
organization. The S.A.M.A., now well over a year 
old, has, in the publication of its journal, given 
notice that one of its prime objectives, the demon- 
stration of the duties of citizenship in community 
responsibility, is on the way to being fulfilled. 

The semi-scientific periodical is primarily for the 
members of the S.A.M.A. and other medical stu- 
dents. It thus has a reading public of some 30,000 
individuals, most of whom are enrolled in the 79 
accredited medical schools of the nation. Although 
blessed by the Journal of the American Medical 
Association, the S.A.M.A. Journal is independent 
of partisan politics and organizational domination. 
The Journal is published nine times yearly, these 
months corresponding with those of the major 
school year curriculum. The first Journal was pub- 
lished in January of this year and to date six 
monthly issues have been published. 

The issues of the Journal are devoted to scientific 
and socio-economic articles that are of interest 
primarily to the student, the intern, and the young 
practitioner of medicine. In each issue have ap- 
peared several articles under these two general 
headings. Early reader response seems to favor 
that greater weight be placed upon the non-scientific 
articles that would interest the neophyte physician, 
inasmuch as scientific articles can be found in the 
myriad of medical journals already on the market. 

The scientific articles have for the most part been 
clear, concise and interesting. Excellent nonscien- 
tific writings that have appeared include discussion 
of what constitutes a desirable internship, how to 
set up practice, what rural practice offers, and treat- 
ing the patient as a person. Since the Journal is 
published for students, student authors write a 
good percentage of the material. 

Regular features of the Journal include the 
Washington Wire, an analysis of the federal pro- 
posals which often affect the young doctor. Month- 
ly an article on one of the Nation’s medical schools 
is presented. 

The editorial staff has shown an open mind to 
the constructive criticism of its readers ; the Journal 


is a good one now and if that policy is maintained 
it will become of much value to medical students 
in the future. 


Hueu S. FutMer, M.D. 


ELEMENTARY MEDICAL STATISTICS — 

The Principles of Quantitative Medicine by Donald 
Mainland. W. B. Saunders Company, Phil, 
1952. $5.00. 


This small book represents a common sense 
treatment of statistics. The lack of derivations for 
formulae is perhaps unfortunate since some sim- 
ple derivations would give a general feeling and 
appreciation for statistical methods. Instead of 
presenting derivations, however, the author con- 
trives to give a feeling for statistical methods by 
amply discussing cases in which the methods can 
be used. The cases are discussed in such a clear 
fashion that the reader can readily understand how 
a particular method gives him the additional and 
much desired information. 

The need for sound, adequate statistical treat- 
ments in medical and biological research is evi- 
dent ; the need for an up-to-date, readable text on 
the subject is also evident. This book is not the 
final answer but it will certainly be of great value 
to the busy medical man who wants sound, prac- 
tical advice and has no time for academic theory. 


HERMAN B. CHASE 


Biology Department 
Brown University 








J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


Hpothecanies 


Pawtucket, R. I. 





5 North Union Street 
SHELDON BUILDING 


7 Registered Pharmacists 
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HERMAN A. WINKLER, M.D. 
Ear, Nose and Throat 
224 Thayer Street, Providence, R. I. 
Hours by appointment Call GAspee 1-4010 
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MILTON G. ROSS, M.D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
355 Thayer Street Providence 6, R. I. 
GAspee 1-8671 


Duffy Mg Druggist 
Plainfield St. at Laurel Hill Ave., 
Providence, R. I. 


Reliable Prescription Service 
Since 1922 














NATHANIEL D. ROBINSON, M. D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
112 Waterman Street Providence 6, R. I. 
TEmple 1-1214 


NEURO—PSYCHIATRY 





DAVID J. FISH, M.D. 
Neuropsychiatry 
355 Thayer Street 
Providence 6, R. I. 
JAckson 1-9012 Hours by appointment 


Curran & Burton, Inc. 


GENERAL MOTORS 
HEATING EQUIPMENT 








COAL OIL 


TURKS HEAD BUILDING, PROVIDENCE 
GAspee 8123 














HUGH E. KIENE, M.D. 
Neuro-Psychiatry 
113 Waterman Street Providence 6, R. I. 
Telephone: Plantations 1-5759 
Hours: By appointment 


PROCTOLOGY 











THAD. A. KROLICKI, M.D. 
Practice Limited to Diseases of 
Anus, Rectum and Sigmoid Colon 
Hours by appointment 
102 Waterman Street, Providence, R. I. 
Call JAckson 1-9090 


PSYCHIATRY 


Butterfield’s 
DRUG STORE 


Corner Chalkstone & Academy Aves. 


ELMHURST 1-1957 














GERTRUDE L. MULLER, M. D. 
Psychiatry 
193 University Ave., Providence 6, R. I. 


Hours by Appointment Only 


Doctor may be reached after 5 p.m. daily, 
and weekends, at DExter 1-5398 














DOCTOR’S OFFICE FOR RENT 
Office of the late Dr. G. Senerchia 
Fully equipped if desired 


Call VAlley 1-8059 any day from 
8:30 a.m. till 1:00 p.m. 
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VOLUNTARY HEALTH INSURANCE IN RHODE ISLAND 


HOSPITAL, SURGICAL & MEDICAL EXPENSE COVERAGE IN THE 
STATE OF RHODE ISLAND AS OF 12/31/51, BASED ON INFORMATION 
DEVELOPED BY THE HEALTH INSURANCE COUNCIL WHICH CONSISTS OF NINE 
ASSOCIATIONS IN THE INSURANCE BUSINESS OF WRITING HEALTH COVERAGES 





HOSPITAL 
Persons % of % of State* 
Covered Business Covered 
597,121 
56,879 
654,000 


Blue Cross ie Se 
Insurance Companies .. 


Totals 
SURGICAL 
Rhode Island Medical Society Physicians Service 
Insurance Companies ................. 


Totals ............ 


MEDICAL 
Rhode Island Medical Society Physicians Service 245,689 
Insurance Companies ..........0...... 61,311 


Totals . 


*State population figured at 791,000. 











CHECK THESE DATES! 


September 22-26. . . . . American College of Surgeons at New York City. 


MONDAY, OCT. 6 . . . PROVIDENCE MEDICAL ASSOCIATION. Regular Meeting, 
8:30 p.m. 
Speaker: Charles A. Hufnagel, M.D., of Washington, D. C. 


WEDNESDAY, OCT. 15 -. 5th ANNUAL CANCER CONFERENCE FOR PHYSICIANS 
at The Memorial Hospital, Pawtucket, 11 a.m. to 5 p.m. 


October 20 . . . . . +. American Public Health Association at Cleveland. 

WEDNESDAY, OCT. 22 . ANNUAL DR. ISAAC GERBER ORATION. At the Medical 
Library, 8:30 p.m. 

October 28-30 . . . . . New England Post-graduate Assembly at Boston. 


MONDAY, NOV.3 . . . PROVIDENCE MEDICAL ASSOCIATION. Regular Meeting, 
at the Medical Library, at 8:30 p.m. 
Speaker: Edward G. Waters, M.D., of Jersey City, N. J. 


WEDNESDAY, NOV. 5 . ANNUAL JOHN F. KENNEY CLINIC DAY, at the Memorial 
Hospital, Pawtucket. All Day. 


MONDAY, DEC. | . . . PROVIDENCE MEDICAL ASSOCIATION. Regular Meeting, 
at the Medical Library, at 8:30 p.m. 


December 2-5 . . . . . Clinical Session, American Medical Association, at Denver, Colo. 
WEDNESDAY, DEC. 10 . INTERIM MEETING OF THE RHODE ISLAND MEDICAL 


SOCIETY. 4 p.m. At the Ledgemont Country Club in Seekonk, 


Mass. Dinner at 7 p.m. 
Speaker: Louis H. Bauer, M.D., President of the American Medical 


Association. 
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